This Special Issue is the first one to be devoted to consultation-liaison (C-L) psychiatry. All of the contributions are from the Toronto area and cover a broad range of topics reflecting a notable diversity of clinical experience and research interests of C-L psychiatrists working here. The authors represent nearly all the teaching hospitals of the University of Toronto, a large community general hospital, a psychiatric institute, a cancer hospital, and an addiction research centre. This marks the first time that C-L psychiatrists working in such a wide variety of clinical settings have collaborated to produce a special issue of a journal.
C-L psychiatry may be defined as that subspecialty of psychiatry concerned with the provision of clinical service as well as with teaching and research at the interface of psychiatry and medicine (1). Its main objectives include helping to improve the psychosocial and psychiatric aspects of the care of the physically ill, to sensitize physicians to those aspects, and to carry out clinical research at the interface. The cornerstone of C-L clinical work is the provision of psychiatric consultations to our medical and surgical colleagues in all types of health care facilities, but especially in the general hospitals. Teaching has largely focused on medical students and psychiatric residents. Both the teaching and research by C-L psychiatrists have been concerned with such subjects as the patients' psychosocial reactions to physical illness and injury; the psychiatric complications of such illness and of its various treatments; the somatic modes of presentation of psychological distress and of psychopathology, that is, somatization; the impact on patients of assorted medical treatment settings such as the intensive care units; the issues of competency to consent to medical procedures; the proper use of psychotropic drugs in the physically ill; and the application of psychiatric therapeutic modalities to the treatment of physical illness (1). These are just the main areas that C-L psychiatrists teach and investigate. Their scope and diversity underscore the contention that this subspecialty involves much more than the provision of psychiatric care in a particular type of clinical setting, that is, the medical and surgical divisions of a general hospital. In fact, this field also comprises a growing body of knowledge in the areas just listed, one that is both specialized and highly relevant to psychiatry and medicine.
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C-L psychiatry emerged in the United States as an outgrowth of general hospital psychiatry half a century ago, and has recently achieved the status of a recognized subspecialty of psychiatry for reasons stated above (2) . Its recent growth, not only in the United States but also in other countries, reflects a continuing trend to link medical and psychiatric health care (3) . That tendency was highlighted by the theme of the 1987 Annual Meeting of the American Psychiatric Association and of its President's Address (4): "Psychiatry in Medicine: Medicine in Psychiatry". C-L psychiatrists have played a major role in spearheading this modern development, one that has helped to liberate psychiatry from its isolation in the asylum era.
In the United States, C-L psychiatry has grown impressively in the past 20 years, thanks largely to the active government support until the early 1980's (2). There were 869 C-L services in that country in 1984, out of over 1,300 general hospital psychiatric units (5) . Moreover, about 35% of the members of the American Psychiatric Association have declared that C-L work constitutes one of the four services they provide (6) . Concurrently, both the relevant research and literature have grown substantially in recent years (1, 2).
In Canada, by contrast, progress in this area has been slower. The formation of C-L services has neither been deliberately encouraged on a national scale nor sponsored by government grants. Consequently, teaching of C-L psychiatry at both the undergraduate and the postgraduate levels has left much to be desired (7) (8) (9) (10) . The Royal College of Physicians and Surgeons of Canada has just made supervised experience in C-L psychiatry mandatory for psychiatric trainees -a welcome sign of progress. This new requirement should improve the situation, provided that it is adequately implemented and that supervision by qualified teachers actually takes place. It will be up to the individual departments of psychiatry to ensure that this training amounts to more than merely token compliance with the College's guidelines (11). Moreover, the need to train teachers of C-L psychiatry will become pressing and the funding of fellowships for this purpose will have to be seriously considered. It is a fallacy to assume that just any psychiatrist can qualify as a teacher in this field without having been trained in it. Thus, problems could arise for some of the smaller departments of psychiatry which may never have included properly qualified C-L psychiatrists on their faculty. It follows that those departments which are more advanced in this regard may have to provide leadership and offer training, in the form of fellowships financed by the departments in need, to eligible candidates for future C-L teachers. The Department of Psychiatry of the University of Toronto has just taken a lead in this regard by establishing a Division and a professorship of C-L Psychiatry. Given appropriate financial support, the Division should be able, in due course, to provide training for psychiatrists from other parts of the country.
It is hoped that the publication of this Special Issue will bring C-L psychiatry in its various aspects into a timely focus. The included papers do not provide an overview of the subspecialty, a task attempted elsewhere (1,2). Rather, they offer illustrative examples of its clinical, investigative, and organizational aspects. The authors work in a variety of clinical settings, as is to some extent reflected in their respective interests and contributions, be they oncology, or substance abuse, or persistent somatization. None of these special topics, however, is uniquely bound to the given clinical setting. On the contrary, all of them are relevant to C-L work with any general medical population.
After half a century, C-L psychiatry has become an integral part and subspecialty of psychiatry, at least in North America but increasingly also in other parts of the world. It represents neither a passing fad nor a transient bandwagon, but rather a logical consequence of the contemporary movement towards integrated health care (3) . Though at times fitful, this trend is persistent and reflects the society's commitment to promote optimal and economically supportable care of the sick. Integrated care makes economic sense, facilitates disease prevention, and reflects epidemiologic findings of the common concurrence of psychiatric and medical morbidity (3) . As long as this modern trend continues, as it is liable to do, C-L psychiatry is bound to stay and to expand its scope. It will need to extend its services to the chronically physically ill, especially the geriatric patients as well as to the primary care settings and to community clinics. The need and the opportunities for research and teaching at the interface are expected to grow concurrently. This Special Issue is the first one to be devoted to this area of psychiatry but, predictably, not the last.
